Objective Our objective was to compare therapeutic response among patients with early-onset psoriasis (EOP) and late-onset psoriasis (LOP) receiving adalimumab, etanercept, infliximab, ustekinumab, or methotrexate in the Psoriasis Longitudinal Assessment and Registry (PSOLAR). Methods Patients were grouped by age of onset: EOP (age ≤ 40 years) or LOP (age > 40 years). Repeated-measures analysis with logistic regression was used to calculate the adjusted odds ratio (AOR; adjusted for baseline characteristics) for achieving a Physician's Global Assessment score of cleared/minimal (PGA 0/1) or a percentage of body surface area involved with psoriasis < 3% (%BSA < 3) or %BSA < 1 for all patients; similar sensitivity analyses were performed for each treatment group. Results Of 7511 patients, 5479 (72.9%) had EOP. The LOP group had a higher likelihood of achieving PGA 0/1 after treatment than did the EOP group in all patients (AOR 1.14 [95% confidence interval (CI) 1.05-1.25]; p = 0.0019); the same was true in subgroups of etanercept-treated (AOR 1.38 [95% CI 1.14-1.66]; p = 0.0010) and methotrexate-treated (AOR 1.62 [95% CI 1.16-2.26]; p = 0.0049) patients. No significant difference was found between the EOP and LOP groups with regard to the likelihood of achieving %BSA < 3 or %BSA < 1 among all patients. However, LOP patients were more likely than EOP patients to achieve %BSA < 3 or %BSA < 1 in subgroups treated with infliximab (AOR 
Introduction
Psoriasis is a chronic, inflammatory skin condition that affects between 2 and 4% of the global population and varies widely between countries [1] . Psoriasis onset may occur at any age; however, some studies have demonstrated a bimodal distribution of age of onset in both male and female patients with psoriasis. One peak occurred at age 16 years for females and 22 years for males, with another peak at age 60 years for females and 57 years for males [2] . Two subtypes of psoriasis have been identified based on age of onset: early-onset psoriasis (EOP; age ≤ 40 years) and late-onset psoriasis (LOP; age > 40 years) [2] . The dichotomizing of psoriasis patients into early versus late onset of disease is consistent with differences in genetic predisposition and clinical presentation.
Understanding the differences between these two subtypes of psoriasis is important because they appear to manifest with variable disease activity and may be associated with different patterns of disease. The landmark study by Henseler et al. [2] found that patients with EOP were more likely than those with LOP to experience frequent disease relapses (73 vs. 27%), extensive body surface involvement (75 vs. 25%), and nail involvement (74 vs. 26%). The authors also reported a higher prevalence of EOP versus LOP when stratified by sex (i.e., 74 vs. 26% for males and 66 vs. 34% for females) [2] . EOP and LOP are further characterized by differences in genetic susceptibility loci. For instance, EOP has been strongly associated with human leukocyte antigen (HLA)-Cw6, HLA-B57, and HLA-DR7 alleles, whereas the HLA-Cw2 allele is overrepresented in LOP [2, 3] . Additionally, patients with EOP are more likely to have a positive family history and require systemic therapies than are those with LOP [4] .
As the number of options for treating psoriasis continues to grow, there is increasing focus on how clinicians can provide patient-directed therapies to maximize treatment outcomes. One study found differences in response to etanercept between patients with EOP and those with LOP, but the study was limited by the number of treatments and sample size [5] . Real-world evidence of treatment outcomes in patients with EOP and LOP is lacking in the literature. The Psoriasis Longitudinal Assessment and Registry (PSOLAR) is a prospective, longitudinal, noninterventional, disease-based registry designed to collect clinical and safety outcome data from patients receiving systemic or biologic therapies through and up to 8 years [6, 7] . In this study, we used PSOLAR data to examine differences in treatment response between EOP and LOP following treatment with a biologic agent (i.e., adalimumab, etanercept, infliximab, ustekinumab) or methotrexate.
Methods

Study Design and Patients
The design of PSOLAR has been reported previously [6, 7] . Briefly, patients had to be aged ≥ 18 years and must have had a diagnosis of psoriasis, for which they were receiving, or were eligible to receive, treatment with systemic therapies as prescribed by their physician per actual clinical practice. Data (e.g., demographic and patient characteristics, clinical and safety outcomes, and psoriasis treatment) are collected every 6 months. Enrollment in PSOLAR began on 20 June 2007, and the registry is fully enrolled (12,090 patients in 16 countries); the data included in this analysis were collected through 23 August 2015. Planned follow-up for each patient is 8 years from the time of registry enrollment.
Ethics
The registry (ClinicalTrials.gov identifier: NCT00508547) is conducted in accordance with current US FDA regulations and guidelines, International Conference on Harmonization Good Clinical Practices, the principles of the Declaration of Helsinki, and all other applicable national and local laws and regulations. The study protocol was approved by an institutional review board or ethics committee at all sites, and written informed consent was provided by all patients before study procedures were initiated.
Outcome Measures
Treatment outcomes were measured based on two standard assessments of psoriasis severity: Physician's Global Assessment (PGA) scores and percentage of body surface area involved with psoriasis (%BSA). The PGA evaluates the qualitative characteristics of psoriasis lesions (i.e., induration, scaling, and erythema), resulting in a total score ranging from clear (0) to severe (5).
Statistical Analyses
To be included in the analysis, patients had to have received systemic treatment with a biologic agent (adalimumab, etanercept, infliximab, or ustekinumab) or methotrexate within 6 months of enrollment in the registry. In addition, data regarding the age of psoriasis onset as well as baseline (pretreatment) PGA scores or %BSA must have been recorded within the 3 months before starting therapy. Patients were grouped by their age of onset: EOP (age ≤ 40 years) or LOP (age > 40 years). The proportions of patients achieving a PGA score of 0 or 1 (PGA 0/1) or a %BSA < 3 or %BSA < 1 were summarized for the EOP and LOP groups at four post-baseline visits (i.e., 6 months, 1 year, 1.5 years, and 2 years) for the overall population and for each treatment group (etanercept, adalimumab, infliximab, ustekinumab, or methotrexate). Repeated-measures analysis with logistic regression was used to calculate the adjusted odds ratio (AOR) for achieving PGA 0/1 and %BSA < 3 or %BSA < 1 for the overall population. Similar sensitivity analyses were performed for each treatment group. Beyond the age-ofonset group (EOP or LOP) variables, potential confounders in the modeled analyses included baseline PGA (0-1, 2-3, 4-5) or %BSA (0-3, > 3-< 10, ≥ 10), current treatment, postbaseline visit (6 months, 1 year, 1.5 years, 2 years), baseline body mass index, race, self-reported psoriatic arthritis, past or current smoking history, and past treatment with biologics (ustekinumab, adalimumab, etanercept, or infliximab), oral systemic agents (including methotrexate), and phototherapy.
Results
Patient Disposition and Characteristics
Of the 12,090 patients enrolled in the registry, 7511 were eligible for inclusion in this analysis. The median duration of follow-up as of the data cut-off date for this analysis was 4.17 years (maximum 8.12 years). Patients with EOP accounted for 72.9% (5479/7511) of the total sample size ( Table 1) . Most patients in the study population were enrolled at sites located in North America (88.7%) ( Most patients had a diagnosis of plaque psoriasis (98.0 and 95.9% for EOP and LOP, respectively); other diagnoses, which were not mutually exclusive, included guttate, erythrodermic, pustular, and/or inverse psoriasis. Baseline disease severity for the overall population was moderate in most patients, as measured by PGA (53.3% had a score of 2-3) and %BSA (mean ± standard deviation, 11.5 ± 17.1); more than one-third of patients (38.5%) had a self-reported history of psoriatic arthritis.
In general, disease characteristics were consistent across the EOP and LOP groups, with a few exceptions. As expected, mean disease duration was higher in the EOP than in the LOP groups (21.8 vs. 8.3 years). A higher proportion of EOP than LOP patients reported a family history of psoriasis (47.5 vs. 36.9%) and a history of use of oral systemic treatment (34.8 vs. 29.3%), phototherapy (61.6 vs. 40.2%), and biologic agents (82.8 vs. 73.6%) for psoriasis prior to registry enrollment.
Overall, 37.6% of patients were exposed to ustekinumab, 11.7% to infliximab, 18.2% to etanercept, 27.0% to adalimumab, and 5.5% to methotrexate. Compared with the EOP group, fewer patients with LOP were exposed to ustekinumab (40.2 vs. 30.6%) and more patients with LOP were exposed to methotrexate (3.6 vs. 10.5%).
Clinical Outcomes
Physician's Global Assessment
There were no differences in the proportions of patients achieving a PGA 0/1 response at 6 months, 1 year, 1.5 years, and 2 years between the EOP and LOP groups ( 
Percent Body Surface Area
The proportions of patients achieving %BSA < 3 or %BSA < 1 were similar for the EOP and LOP groups at 6 months, 1 year, 1.5 years, and 2 years (Tables 3 and 4) . Based on AORs, no significant difference in the likelihood of achieving %BSA < 3 or %BSA < 1 was found between the EOP and LOP groups. However, sensitivity analyses showed that patients in the LOP group were more likely than those in the EOP group to achieve %BSA < 3 and %BSA < 1 when treated with infliximab or etanercept. The likelihood of LOP patients treated with infliximab achieving %BSA < 3 was 45% greater (AOR 1.45 [95% 
Discussion
Our findings are based on real-world data from 7511 patients with psoriasis who were treated with systemic therapies during enrollment in PSOLAR. Treatment outcomes were compared among EOP and LOP patients overall as well as among those treated with ustekinumab, adalimumab, etanercept, infliximab, and methotrexate at four time points (6 months, 1 year, 1.5 years, and 2 years). In this analysis, nearly three-quarters of patients (72.9%) had EOP, which is consistent with previously reported prevalence data for EOP [2, 5] . Furthermore, our results indicate that age of onset of psoriasis may affect how patients respond to systemic therapies based on measures of achieving PGA 0/1, %BSA < 3, or %BSA < 1 responses. The proportions of treatment responders in the EOP and LOP groups were consistent across measures assessed at each of four time points; however, the multivariate model detected significant differences in response between EOP and LOP groups for some treatments. Across all treatments combined, there was a 14% greater likelihood of LOP patients achieving PGA 0/1 response; however, no differences were observed in the proportion of patients achieving %BSA < 3 or %BSA < 1 responses. In contrast, sensitivity analyses by treatment showed that, compared with the EOP group, LOP patients responded better to etanercept, infliximab, and methotrexate. Patients in the LOP group who were treated with etanercept were 38, 30, and 34% more likely than those in the EOP group to have responded when response was measured using PGA 0/1, %BSA < 3, and %BSA < 1, respectively. Similarly, infliximab-treated patients in the LOP group were 45% and 36% more likely than those in the EOP group to have achieved %BSA < 3 and %BSA < 1 responses, respectively; however, no difference was observed based on achieving PGA 0/1 response. Conversely, methotrexate-treated patients in the LOP group were 62% more likely to have achieved a PGA 0/1 response, but no difference was noted when assessed using %BSA parameters. Therefore, our results for adalimumab, ustekinumab, and etanercept are consistent across measures and support the notion that adalimumab and ustekinumab are better choices than etanercept for treating EOP patients. The heterogeneity in responses between endpoints for infliximab and methotrexate complicate the interpretation, but the results generally suggest that these agents might be less useful for EOP patients than for those with LOP.
Response rates did not differ based on age of onset of psoriasis in patients treated with either ustekinumab or adalimumab. A possible explanation may be that patients who display different genetic susceptibility loci have variable treatment responses [8] . Studies evaluating response to biologics in psoriasis patients treated with ustekinumab and adalimumab have found variable responses among those carrying an HLA-Cw6 allele, which is associated with EOP, compared with those without this haplotype [9] [10] [11] [12] [13] . Other potential differences by age of onset, such as antidrug antibody development and treatment compliance patterns, may also have affected response rates across therapies.
As expected based on published literature, patients with EOP had a significantly greater disease duration (21.8 vs. [14] .
The findings of this analysis should be considered in the context of its limitations. The data used to draw these conclusions are derived from "real-world" clinical encounters that do not necessarily adhere to structured treatment protocols. Inherent to this limitation is the potential for treatment selection bias; however, the baseline disease severity for the two comparator groups (EOP vs. LOP) was not significantly different. Additionally, the statistical model may not account for all confounding variables.
Conclusion
Among the 7511 patients treated with biologics or methotrexate in PSOLAR, we found that age of onset may be associated with response to certain systemic treatments and may be useful for developing individualized treatments to maximize treatment response. Differences in responses between EOP and LOP patients was particularly evident for etanercept, infliximab, and methotrexate, suggesting those with LOP were more likely than those with EOP to experience a treatment response. However, the results suggested no difference in treatment outcomes in patients treated with ustekinumab or adalimumab.
